Reply
We thank you for your comments regarding our recent publication on aortic neck dilation after endografting.
On the basis of your comments, we reviewed all the computed tomography scans of patients included in our study. The length between the lowest renal artery and the first portion of the endograft at the one-month control was measured, as suggested. The mean renal-to-graft distance is 5.52 mm, the median value is 5 mm, and the interquartile range is 5.0 to 9.2 mm. As a result, 72% of our patients showed a renal-to-graft distance Յ5 mm at 1 month follow-up. Analyzing the incidence of neck dilation in the subgroup of patients with renal-to-graft distance Ͼ10 mm, we found that 26% (10/38) of these patients show neck dilation during follow-up, while in the subgroup with closer deployment this incidence is 29% (55/192) (P ϭ .85). We included the variable "renal-to-graft distance" in our multivariate model and the independent predictors of neck dilation after endografting were the same as before: neck circumferential thrombus, preoperative neck diameter, and preoperative aneurysm diameter. In our experience, a graft positioned right below the renal arteries did not protect from neck dilation.
In our opinion, a possible influence of the angle between the suprarenal aorta and the aortic neck towards infrarenal aortic neck dilation is unlikely, especially in patients who underwent infrarenal stent-graft placement. For this reason, the possible influence of the angle between the aortic neck and the abdominal aortic aneurysm was measured; yet this variable was not an independent predictor of neck dilation. Regarding "Magnetic resonance angiography minimizes need for arteriography after inadequate carotid duplex ultrasound scanning"
The article by Back et al (J Vasc Surg 2003;38:422-31) on the use of magnetic resonance angiography (MRA) to define the carotid artery anatomy, if the carotid duplex ultrasound scanning was either indeterminate or inadequate, shows that MRA may replace arteriography for most patients. MRA is widely used in many medical centers today rather than arteriography to confirm the results obtained from a carotid artery duplex scanning before planning a carotid endarterectomy, and most would agree that the combination of duplex scanning and MRA increases the appropriate selection of patients for surgery. However, it is important to be aware that the severity of the stenosis as determined by MRA can occasionally be deceiving. We have shown, as have others, that the MRA will overestimate the degree of stenosis in approximately 10% of studies.
1,2 Furthermore, occluded vessels can be misclassified as being severely stenosed by MRA, and these patients could be scheduled for surgery. 1, 3 Thus, relying on MRA alone may lead to misclassification of the stenosis and inappropriate treatment of the patient.
We would like to suggest that computed tomographic angiography (CTA) may be a better technique for defining the anatomy and morphology of the diseased carotid artery. The results obtained by CTA have a high correlation with the results obtained with MRA and with carotid duplex scanning, and CTA can identify the plaque morphology and ulceration. 4 In our study, CTA was also excellent for the detection of occluded vessels. 1 We recommend that if the carotid artery duplex scan is inadequate, results from both MRA and CTA should be compared to properly plan the treatment for the patient. 
We appreciate your inquiry into our recent work with carotid magnetic resonance angiography (MRA) and have several comments. Overestimation of the severity of carotid disease by "timeof-flight" MRA has been primarily explained by a better understanding of the "flow void" phenomenon occurring with disturbed flow past higher grade carotid stenoses. 1 The threshold stenosis severity causing a flow gap will differ between institutions, MRA techniques, and postprocessing imaging used. This requires individual institution validation of MRA against a known standard (most likely contrast arteriography). A threshold of Ͼ60 % arteriographic stenosis was found in our earlier study . 1 Stenoses greater than the threshold diameter reduction seen on arteriography will not be directly measurable by MRA in the presence of a flow void potentially leading to overestimation. Secondly, Nederkoorn and colleagues 2 have nicely shown that overestimation of stenosis severity does not occur in the absence of a flow gap when the same projections of MRA and contrast arteriography are compared. Since MRA projections are typically displayed in sequential 15°r otations, more than standard anterior-posterior and lateral arteriographic views may be required to accurately define the degree of stenosis.
As we noted both in this article and in our previous study, MRA has correctly differentiated near occlusions from complete occlusions in our experience. 1 When our MRA definition for internal carotid artery occlusion was used, 18 of 19 patients had internal carotid patency accurately resolved by MRA and 2 of 3 patients required arteriography to determine operability (not resolve patency). We have limited experience with carotid computed tomographic angiography but acknowledge that it may serve as a complementary imaging modality. 
